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DIOCESE OF ST PETERSBURG

FAMILY AND MEDICAL LEAVE
1.  An employee who has worked at least twelve months for an entity in the diocese and who has accumulated at least 1,250 hours during the twelve months preceding the date that the leave is requested to begin is eligible for these benefits. 

2.  A leave may be requested for up to twelve weeks during a rolling twelve-month period from the date that a previous leave began.  

3. Married couples who are both employed by the diocese will be limited to 12 weeks total between them unless the leave is required for the personal illness of one or both of the employees or a child, in which case each would be eligible for a 12 week leave period.

4. Family and Medical Leave are considered to be leave without pay; however, employees may use accumulated paid vacation and sick time for any time off for their own serious health condition.  Employees who are on leave for a qualifying reason other than their own serious health condition may only use their accumulated vacation time to allow continuation of pay.
5.   Family Leave may be requested for the following reasons:
· because of the birth of a child to the employee,

· because of adoption of a child by the employee,

· because a child has been placed with the employee for foster care,

· to care for the spouse, child, or parent of the employee, if the spouse, child, or parent has a serious health condition,
6. Eligibility for leave for the birth, adoption or placement of a foster child expires 12 months from the birth, adoption or placement of the child.  
7. Medical Leave may be requested for:

· serious health condition that makes the employee unable to perform his or her job duties. A serious health condition is considered to be an illness, injury, impairment or physical or mental condition that involves inpatient care in a hospital, hospice or residential medical care facility, or continuing treatment by a health care provider.  
8. Employees who are requesting the leave for their or a family members health reasons must provide medical certification of the need for the leave and the probable duration of the leave; they must also provide medical documentation of their ability to return to work at the conclusion of the approved leave.
9. The request for leave must be in writing and should be presented to the employer at least thirty days in advance of the requested departure date when practicable. The diocese will continue health insurance coverage during an approved leave under the same terms and conditions as if the employee had continued working.  If the employee fails to return to work following the approved leave, after 12 weeks, they owe the employer the premium for the 9 – 12 weeks and Health Insurance ends immediately. Their “Last Day Worked” date will be considered to be their first day of leave. 

10. Employees on Family or Medical Leave will not continue to accumulate service time or benefits while on leave.
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Family and Medical Leave Request
Employee Name:  ______________________________________ Date of Request:  _________

Date of Hire:  __________________________________________________________________

Position:  _____________________________________________________________________

Employer: (parish or other diocesan entity): __________________________________________

I have ______ have not ______ taken a leave of absence in the past twelve- (12) months.

I request a leave of absence for the following reason:

· To care for my child who was/will be born on:  ______________________________

· Because I am adopting a child who will be placed with me on:  __________________

· Because a child is being placed with me for foster care beginning on:  ____________

· To care for my spouse, child, or parent who has a serious 

health condition that began on:  ___________________________________________

· Because of my serious health condition that began on _________ and that renders me unable to perform the functions of my job.

I would like the leave to begin on:  _________________________________________________

I expect to return to work on:  __________ and I acknowledge that I must call my supervisor in advance if I cannot return to work as expected.

My address and telephone number during the leave will be: ______________________________

	

	


____________________________________

           (Employee Signature)

7/1/2012
Family and Medical Leave 
Verification of Need

	Name of Employee:
	Date of Verification:


	Physician’s Name and Field of Specialization:

	


	My diagnosis for the employee or family member is:

	

	

	


	This condition began on:


	I last examined or treated the employee for this condition on:


	I expect the condition to continue until:


At the present time, I believe the employee is unable to perform the following specific duties of his or her job because of this condition: 

	

	


I am prescribing the following treatment:  (indicate number of visits the employee will make to your office, the general nature and duration of treatment, referrals to other health care providers, in-patient hospitalization, etc.)

	

	

	


	I expect that the employee will be medically able to return to work on:


	


 (Physician’s Signature)

     7/1/2012
Family and Medical Leave 
Employer Response
	To:

	                                              (Employee Name)                                                                                         (Position)

 

	From:

	(Name of Employer Representative)


	Request for Family or Medical Leave

On _________________, you notified us of your need to take family/medical leave due to:

      (    The birth of a child, or the placement of a child with you for adoption or foster care: or

      ( A serious health condition that makes you unable to perform the essential functions for                                                        your job; or

      (   A serious health condition affecting your ( spouse, ( child, ( parent, for which you are needed to provide care.

You notified us that you need this leave beginning on _______________ and that you expect to leave to continue until on or about _______________.

Our policy allows for up to 12 weeks of unpaid leave in a 12-month period for the reasons listed above.  Your health benefits will be maintained during any period of unpaid leave under the same conditions as if you continued to work and you will be reinstated to the same or an equivalent job with the same pay, benefits, and terms and conditions of employment on your return from leave.  

	This is to inform you that:

1. You are ( eligible ( not eligible for leave under the Family and Medical Leave Policy.

2. Your leave is approved ( not approved ( effective ________________________
3. You ( will ( will not be required to furnish medical certification of a serious health condition.  If required, you must furnish certification by _______________ (must be at least 15 days after you are notified of this requirement), or we may delay the commencement of your leave until the certification is submitted.

4. Family and Medical Leave is unpaid leave.  You may, however, elect to substitute accrued paid leave for unpaid leave.  We ( will ( will not require that you substitute accrued paid leave for unpaid  leave.  If paid leave will be used, the following conditions will apply:

5. If you normally pay a portion of the premiums for your health insurance or voluntary life insurance, these payments will continue during the period of  leave.  Arrangements for payment have been discussed with you, and it is agreed that you will make premium payments as follows: 

6. You ( will ( will not be required to present a Return-to-work certificate prior to being restored to employment.  If such certification is required but not received, your return to work may be delayed until certification is provided.

7. While on leave, you ( will ( will not be required to furnish us with periodic reports every _______________ of your status and intent to return to work.  If the circumstances of your leave change and you are able to return to work earlier than the date indicated on the reverse side of this form, you ( will ( will not be required to notify us at least two work days prior to the date you intend to report to work.

8. Other Remarks:




	
	

	
	

	Employer Signature
	Date


____________________________________________________________________________________________

	Employee Signature
	Date


7/1/2012
